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CHAPTER I 
THE AREA OF INVESTIGATION AND THE PROBLEM 
Significance of the study.—In the mental health 
field, there is a shortage of professional personnel, in¬ 
cluding psychiatrists, psychiatric nurses, and psychiatric 
social workers.'*' There is also a negligible number of 
trained psychiatrically-oriented occupational therapists, 
educators, and religious counselors. Consequently, the 
load of clients has not been easy to handle with small 
numbers of adequately trained personnel available. 
Present and past counselors have worked 
hard, but their tools and their ability 
to use them have not been adequate. 
Their research and interchange of infor¬ 
mation and their discussion of problems 2 
with each other have indeed been meager. 
The various specialists employing social skills must 
be of assistance to one another. Such assistance cannot be 
achieved where there are limits in the numbers of staff. 
The emergence of rehabilitation functions as dynamic 
and complex processes is relatively recent. Rehabilitation 
is viewed as a team effort which requires the coordination 
of a variety of services and facilities in the community 
Hilding A. Bengs, M.D. "Rehabilitation Counselor in 
the Field of Mental Health" (Commonwealth of Pennsylvania: 
Department of Welfare), p. 8. (Typewritten.) 
2 
Lloyd Lofquist, Vocational Counseling With the Physi- 
cally Handicapped (New York: Appleton-Century-Crofts, Inc., 
1957), p. 4. 
1 
2 
including health, education, welfare, professional organi¬ 
zations, labor, management, and industry. 
In making provisions for rehabilitation services, 
there was controversy over the most suitable places for 
them, such as rehabilitation centers, educational services, 
or hospitals. Some authorities believed that such services 
should be situated in rehabilitation centers. There have 
been others who felt that rehabilitation services should be 
under a bureau largely educationally focused. Still others 
believed that hospitals provide a more conducive atmosphere 
because such facilities are concerned with the overall 
treatment and concomitant rehabilitation of the patient. 
Regardless of the agency setting and the convictions of its 
staff, rehabilitation services must be integrated with the 
hospital, community health, and social services outside.1 
The social worker and the counselor are a vital link 
in the rehabilitation of the patient. Both specialists 
have been interested in curative results because there are 
primary socio-economic factors, such as, housing, employ¬ 
ment, physical and social problems which confront the 
patient as he returns to the community. Therefore, both 
1W. Scott Allan, Rehabilitation; A Community Chal¬ 
lenge (New York; John Wiley and Sons, Inc., 1958), pp. 
43-44. 
3 
specialists can offer a healthy integration of services 
toward this end.^ 
In the state of Pennsylvania, the Commonwealth of 
Pennsylvania is not only a territory, but it includes 
funds for special services. One of these services is the 
Mental Hospital System. At the time of the study, a move¬ 
ment was underway to integrate certain duties and responsi¬ 
bilities of the counselor with those of the social worker 
on cases selected by the medical staff. Functioning in 
this capacity, the counselor would be expected to serve as 
a consultant to the hospital, and become fully acquainted 
with the services of mental rehabilitation. The social 
worker and the counselor would also combine services at the 
pre-planning stage of community adjustment of the convalescent 
mental patient. Such services could be initiated before the 
patient leaves the hospital. Moreover, patients would be 
better prepared for placement and subsequent change from a 
protective environment to a less protective one. 
As a participant in the Bureau of Vocational Rehabili¬ 
tation Trainship Program since 1966, the writer became 
interested in this program and chose to undertake research 
in this area. The investigator also received further support 
^Bengs, op. cit., p. 8. 
4 
and encouragement from the Social Services Department at 
Norristown State Hospital. Since little or no research 
has been done in this area, a study such as this would 
contribute to the Social Services Department's knowledge 
of hospital facilities, and hopefully, to the fields of 
social work and rehabilitation. 
Purpose of the study.—The general purpose of this 
investigation was to determine the role expectations and 
perceptions of social workers and vocational rehabilitation 
counselors. Role expectations and perceptions of both 
groups are examined according to assumptions concerning 
certain differences and similarities between, and over¬ 
lappings of, their responsibilities. Also, hypotheses were 
tested by the number of responsibilities assigned to social 
workers and counselors, the number of responsibilities 
delegated by each group, and the difference between their 
role perceptions and expectations. 
Review of the literature.—Authorities were not found 
to be in agreement concerning the profession most skilled 
in performing the task of rehabilitation counseling, or 
rehabilitation per se. Traditionally, the social worker 
has assumed the role of the vocational rehabilitation coun¬ 
selor in medical settings. Arthur Dunning, in an article 
entitled, "Rehabilitation, a New Speciality," questioned 
5 
both the specific role of the social worker in the rehabili¬ 
tation process and how the rehabilitation counselor differed 
from the final aim and objectives of the social worker as 
rehabilitation specialists.'*' Eleanor Cockerill stated the 
problem in similar terms. Her conception of rehabilitation 
was that rehabilitation is part of the essence of what 
casework has endeavored to offer individuals throughout its 
2 
long periods of growth and development. Similar views of 
rehabilitation are found in other related paramedical fields 
including: nursing, physical therapy, occupational therapy, 
and speech therapy, and prosthetics. 
There were several writers referred to in Jacques 1 
writings, including: Block, Lee, Cockerill, MacDonald, and 
Hamilton. Block stated that the introduction of counseling 
psychology in a rehabilitation and hospital setting, "... 
foreshadows a philosophical orientation in terms of functions 
3 
and services." Lee agreed with Block that prerequisites 
■*■11. S. Department of Health, Education, and Welfare, 
Vocational Rehabilitation Administration. An Introduction to 
the Vocational Rehabilitation Process, by John McGowan, No. 
555 (Washington, D. C.: Government Printing Office, 1960), 
p. 38. 
^lbid., p. 38. 
^U. S. Department of Health, Education, and Welfare, 
Office of Vocational Rehabilitation. Critical Counseling 
Behavior in Rehabilitation Settings, by Marceline Jacques 
(Washington, D. C., Government Printing Office, 1959), 
p. 6. 
6 
for vocational counselors included an integration of skills 
and competencies from nine professional fields: medical 
science, psychology, psychiatry, occupational information, 
and education.'*' The same position was taken by McGowan 
that vocational rehabilitation of a single individual is 
a lengthy process which mobilize professional workers 
in a number of related disciplines. These professionals 
are engaged in similar and overlapping work, therefore 
differences have occurred in areas pertaining to semantic 
problems. 
A somewhat different viewpoint was taken by Hamilton 
and MacDonald. They agreed that counseling is a special 
application of social work. Hamilton questioned the degree 
to which the vocational rehabilitation counselor should 
acquire the skills of the social worker. He concluded that 
neither the social worker nor the counselor was competent 
in a rehabilitation setting. His conception of the rehabili¬ 
tation counselor is that of a bridge functioning between 
1 
Ibid., p. 4. 
7 
agencies, or a coordinator or selector of agency services 
needed by the client.1 2 The role of the counselor as 
coordinator was also taken by Sachs. From this point of 
view, the importance of the counselor reside in his ability 
to insure that the essential services such as facilities, 
training possibilities, and placement opportunities are 
2 
all at the disposal of the client. 
Another conception of the role definition of the 
counselor is that the counselor served as a guidance person 
or teacher who leads the client through a series of learn¬ 
ing and growth processes which, hopefully, results in 
economic independence and improved social functioning. 
Still another role definition of the counselor is 
that of a psychological counselor wherein he is concerned, 
not with coordinating activities, but with the socio- 
psychological functioning of the individual. 
Finally, the role definition of the counselor is seen 
as one who is skilled in the techniques of interpersonal 
1Jacques, op. cit., p. 4. 
2 
Gary Q. Jorgensen, et al., Interpersonal Relationships 
in Rehabilitation Counseling; A Literature Review. Depart¬ 
ment of Educational Psychology No. 2, University of Utah 
(Salt Lake City: By the authors, 1967), p. 5. 
8 
relationships. Patterson, in Jorgensen's book, felt "that 
this should be the role of the rehabilitation counselor."'*' 
MacDonald, in his study on the federal legislation 
program in rehabilitation, analyzed personnel standards 
and qualifications for those enrolled in the program. He 
concluded that there has been a tendency to select personnel 
from fields of education rather than areas concerning the 
adjustment problems of the individual. MacDonald attributed 
this orientation to a historical antecedent in that voca¬ 
tional rehabilitation initially was a part of the vocational 
education program in schools. In essence, one could not be 
trained adequately in all specialities demanded in the 
field of rehabilitation. Therefore, the basic orientation 
should be casework with consultants in other specialized 
areas such as, physicians, occupational therapists, and 
physical therapists. 
Research is limited on the rehabilitation counselor 
at work. The only one to date is a doctoral dissertation 
by Rusalem who gathered data by two methods: observing 
state rehabilitation counselors in four offices, and by 
sending questionnaires to a random sample of 441 counselors 
in several northeastern states. The conclusions of Rusalem 
suggested the following: 
~*~Ibid. , p. 6. 
9 
(1) counseling performed in these settings 
(state vocational rehabilitation offices) 
is no different from general counseling, 
i.e., counseling in other settings; 
(2) vocational rehabilitation counseling 
is more closely related to vocational 
counseling than it is to social case¬ 
work, health, personnel, and educational 
counseling ; 
(3) while counseling and vocational counsel¬ 
ing are closely related, they are not 
identical. In the latter, skills and 
knowledge of social casework and voca¬ 
tional counseling are employed.^ 
While most authorities agree that the work of the 
vocational rehabilitation counselor is basically counseling, 
he also must be involved in providing additional services to 
the patient. More specifically, an essential characteris¬ 
tic differentiating the work of a vocational rehabilitation 
counselor from other counseling specialties is the emphasis 
upon placing the handicapped individual in competitive 
employment. 
1 
Jacques, op. cit., p. 6. 
10 
Statement of the problem.--Counseling and social work 
services in the mental health field were established within 
a common framework, namely, that of psychotherapy. Seeming¬ 
ly, having such commonality in philosophical ideas and 
methods, the roles of the social worker and counselor should 
be complimentary. Each profession or developing field has 
a sincere belief in the respect of the individual to deter¬ 
mine the way of life that is best for him. Along the same 
line of reasoning in the notion that man must recognize the 
availability of choices afforded him. According to Celia 
Benney, in interpreting rehabilitation efforts, "some 
confusion has developed around the use of the term pro¬ 
fessional in counseling. The word 'counseling' is used by 
almost all the helping professions. Its meaning varies 
considerably even among specialists in each profession."^" 
These ideas constitute what is commonly referred to as the 
Doctrine of Self-Determination. The nature of this doctrine 
has many implications, but the same line of reasoning may 
not be applicable to the handicapped patient in most 
instances because such persons are engaged in a struggle 
against dependency. According to Jacobs: 
1 
Celia Benney, "The Role of the Caseworker in 
Rehabilitation," Social Casework, XXXVI (March, 1955), 119. 
11 
"Feelings of shame and of being different 
are involved with the result that the 
individual is reluctant to admit to any 
problem except the most immediate and 
obvious.1,1 
Nevertheless, the writer realized that although social 
work and counseling are closely related, there are differences 
between the two professions. Social work is older than coun¬ 
seling and has grown more in structure, uniformity of stan¬ 
dards and practices. Moreover, social work is dedicated 
to comprehensiveness and continuity. The social worker uses 
counseling as a part of his providing treatment in the 
client-worker relationship. However, this particular medium 
of giving help is not uniformly utilized by caseworkers. 
Basically, the social worker employs the client-worker 
relationship in dealing with problems and externalized 
difficulties in interpersonal relationships. Counseling is 
2 
differentiated from psychotherapy in scope method and goals. 
The vocational counselor and the psychotherapist recognizes 
their relative limitations in each other's respective areas. 
While the vocational counselor is concerned with vocational 
^Abraham Jacobs, et al., Counseling in the Rehabilita¬ 
tion Process (New York: Columbia University Press, 1961), 
p. 21. 
2 
Benney, op. cit., p. 119. 
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counseling interviewing, occupational information, and 
testing techniques, the psychotherapist is primarily interest¬ 
ed in neopsychiatric diagnostics in relation to vocational 
adjustment of the patient. 
Since the writer has been concerned primarily with the 
differences and similarities in casework and counseling, the 
possible overlapping of the roles regarding some of the 
activities should be considered. Throughout the evolution 
of the profession, the "helping role" has been widely shared 
and evidenced. It is contingent upon the belief that treat¬ 
ment fosters or improves social functioning. While social 
workers and counselors utilize a somewhat different approach 
on technique in the solution of problems, they are basically 
concerned with the eradication or alleviation of them. 
Moreover, in working with the client, the counselor does 
not provide the answers, but helps the client analyze the 
problems; formulate the critical questions; obtain the 
relevant information, and draw the wisest conclusions.^ 
According to Celia Benney, the role of the caseworker 
in rehabilitation overlap in three areas: (1) communication 
of findings to the team; (2) enabling and preparing the 
1 
Jacobs, op. cit., p. 81. 
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client to use services other than casework; and (3) con¬ 
current treatment.1 As a member of an interdisciplinary- 
team, the social worker is knowledgeable about the patient, 
his family, and the community. In relation to enabling the 
patient, the role of the social worker is that of utilizing 
exciting professional services ranging from simple concrete 
ones to complex involvement of familial resistance, domestic 
services, and arrangements for medical care. Finally, in 
concurrent treatment, the role of the caseworker varied to 
a considerable degree depending upon the type of setting, 
the needs of the patient, and the presenting problem. 
The foregoing ideas led to the three basic assumptions: 
(1) The roles of the social worker and 
vocational rehabilitation counselor 
were similar in some respects; 
(2) The roles of the social worker and 
the vocational rehabilitation counselor 
were dissimilar in some respects; 
(3) The roles of the social worker and 
vocational rehabilitation counselor 
overlapped in some areas. 
1 
Benney, op.cit..p. 120. 
14 
These assumptions led the writer to question the role 
expectations and perceptions social workers and vocational 
rehabilitation counselors hold for themselves. While they 
are engaged in similar, yet different, activities in some 
respects, how do they perceive themselves in relation to 
their defined or expected roles? Or, are they restricted 
to assuming already defined (or expected) roles? 
Hypotheses.— 
1. Vocational rehabilitation counselor will 
assign more responsibilities to social 
workers while social workers will assign 
fewer responsibilities to counselors; 
2. Vocational rehabilitation counselors will 
underestimate the number of responsibilities 
delegated to them by social workers; whereas, 
3. Vocational rehabilitation counselors will 
fail to perceive their roles as it is 
defined by social workers; the social work¬ 
ers will perceive their role as it is 
defined by the social workers; 
4. The difference between role expectations and 
role perceptions will be greater for voca¬ 
tional rehabilitation counselors than it 
will be for social workers. 
15 
The above hypotheses were tested by analyzing the 
data obtained from the questionnaire. Two methods were 
employed, item analysis, and summary measurement which 
involves comparing the mean number of responsibilities of 
social workers and counselors. 
Scope and limitations.—The subjects for the investi¬ 
gation were confined to those social workers at Morristown 
State Hospital and those vocational rehabilitation counselors 
at the Office of Vocational Rehabilitation in Rosemont, 
Pennsylvania. 
The professional and nonprofessional social workers 
and counselors were included in the sample. The purpose of 
their inclusion was to obtain expectations and perceptions 
from both groups of workers. 
Description of methodology.—Data were obtained from 
two sources: primary sources — the questionnaire; and 
secondary sources — journals, books, and government publica¬ 
tions . 
In considering the sample for the survey, 51 social 
workers were drawn from the total population of workers at 
Norristown State Hospital. Thirty-five out of 51 question¬ 
naires were obtained. Also, 39 counselors were drawn from 
the total population of counselors at the Office of Vocational 
Rehabilitation, Rosemont, Pennsylvania. Twenty-eight out of 
16 
39 questionnaires were obtained. 
The questionnaires were distributed to the social 
workers at one of the weekly social services staff meetings. 
An explanation of the purpose of study was given. Since the 
time allotted for completion of the questionnaire was limit¬ 
ed, the subjects were requested to return them at a stated 
deadline. A depository was designed for this purpose. 
For the counselors, one of the Bureau of Vocational 
Rehabilitation counselors distributed questionnaires to 
those in Rosemont, Pennsylvania, by placing them in their 
respective mailboxes. A note was attached explaining the 
purpose of the survey and the stated deadline for returning 
the questionnaires. 
The questionnaire was adapted from a study of Olsen 
and Olsen, "Role Expectations and Perceptions in Social 
Workers in Medical Settings,"^ and from a listing of, 
2 
"Steps in Vocational Rehabilitation Diagnoses," compiled 
1 
Katherine Olsen and Marvin Olsen, "Role Expectations 
and Perceptions of Social Workers in Medical Settings," 
Journal of Social Work, XII (July, 1967), 72. 
2 
U. S. Department of Health, Education, and Welfare. 
Proceedings, Guidance, Training and Placement Workshop, 
the Placement Process in Vocational Rehabilitation, by 
Bruce Thompson and Albert Barrett (Washington, D. C.: 
Government Printing Office, 1960), p. 9. 
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from the proceedings of Guidance, Training and Placement 
Workshop, edited by Bruce Thompson and Albert M. Barrett. 
The first fifteen items in the questionnaire were taken 
from Olsen and Olsen, and the last five from Thompson 
and Barrett. 
The questionnaire consisted of two parts, with Part I 
called, "Role Expectations," social workers and counselors 
were asked to respond to twenty types of activities assign¬ 
ing responsibility for each activity by indicating one of 
the three categories: social worker, counselor, or neither. 
Part II of the questionnaire called, "Role Perceptions," 
included the same twenty activities and response categories, 
but the instructions given were different. Social workers 
were asked to reply in terms of what they believed voca¬ 
tional rehabilitation counselors thought about the activity* 
while counselors were asked to indicate what they believed 
were the social workers' conceptions of the role of the 
counselor. 
CHAPTER II 
OVERVIEW OF THE SETTING 
Before discussing the roles of the social worker and 
the vocational rehabilitation counselor, a general descrip¬ 
tion of the setting from which the data were obtained is in 
order. 
The complex known as Norristown State Hospital which 
is the second largest teaching and research mental hospital 
in Pennsylvania, involves 992 acres, 119 buildings, 1,309 
employees, and 4,000 patients. It provides psychiatric care 
and supervision for mental patients. The aim of the thera¬ 
peutic program is geared toward the effective rehabilitation 
and rapid return of the patient to the community. The 
program of the hospital is designed to meet the following 
objectives: (1) treatment; (2) training; (3) research, 
and (4) community services. 
At the core of the hospital's philosophy and its 
treatment program is the provision of patient services. 
Consequently, it is from this general area that the study 
sample was drawn: the Social Services Department and the 
Bureau of Vocational Rehabilitation. 
The Social Services Department is, in terms of its 
orientation, a typical social welfare department. As stated 
in the Hospital Manual, its function is "to supplement and 
extend the services of the medical staff of the hospital by 
18 
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providing casework services to the patient and/or family 
at various stages of the hospitalization of the patient, 
primarily with regard to social problems which contribute 
to the illness of the patient or were precipitated by it."'*' 
Most casework services involve placements for convalescent 
or nursing home care, considerations of proposed leaves-of- 
absence (trial visits), and job placements. 
At the time of the study, the Social Services staff 
numbered 51 workers. This total included four social work 
graduate students, 27 caseworkers, and 20 persons with the 
master's of social work degree. 
The Bureau of Vocational Rehabilitation is an integral 
part of the hospital, but yet divorced from it in that the 
Bureau of Vocational Rehabilitation counselor works at the 
hospital or assignment from the vocational rehabilitation 
office in Rosemont, Pennsylvania. More specifically, the 
counselor has an office on the hospital grounds, but works 
as a representative to the hospital in the sense that his 
work week is divided between the hospital and the district 
office. 
1 
Norristown State Hospital, Manual for Psychiatric 
Residents, 1965. (Typewritten.) 
20 
Although vocational rehabilitation was provided as 
early as 1919 by the Commonwealth of Pennsylvania, it was 
not offered at Norristown State Hospital until 1954. In 
that year, a meeting was called for the demonstration of 
a pilot Vocational Rehabilitation Project. As Martin and 
others mentioned, "It was reported that any proposed plan 
for the patient has the dual objective of restoration to 
employment, independence, and of prophylexes against 
recurrent emotional breakdown."^ 
After determining the patient's financial needs, if 
any, the function of the Bureau of Vocational Rehabilitation 
is to offer whatever services are necessary to alleviate or, 
if possible, to remove the patient's mental or physical 
handicaps, and thereby prepare the patient for entering into 
competitive employment. These services include vocational 
psychological testing, physical and surgical remedial 
measures, job counseling, job exploratory study, on-the-job 
training, pre-vocational training, auxilliary training, 
provisions for room and board, transporation, job placement, 
and job placement follow-up. 
1 
George J. Martin, Maurice G. Reisman, and Arthur P. 
Noyes. "Vocational Rehabilitation in a Psychiatric Hospital 
An Initial Report." Mental Hygiene, 38 (January, 1954), 
107-112. 
21 
At the time of the study, the Bureau of Vocational 
Rehabilitation staff numbered 39, with three counselors 
serving as representatives to the Norristown State Hospital. 
CHAPTER III 
PRESENTATION AND INTERPRETATION OF FINDINGS 
Summary measurement of data.—This section of the 
thesis presents the findings of the study by describing 
the tests of each hypothesis and by presenting interpre¬ 
tations of the results of these tests. An item analysis 
of the 20 statements included in the questionnaire is 
also presented. 
The hypotheses.— 
A. Vocational rehabilitation counselors will assign 
more responsibilities to social workers than social workers 
will assign to counselors. 
The findings for this hypothesis are presented in 
summary form in Table 1, which includes the role expecta¬ 
tions for both the social workers and the counselors. As 
the summarized data in Table 1 indicated, the findings 
were as expected, which is to say that the hypothesis was 
supported. In assigning responsibility for the 20 items, 
the mean number designated by social workers as part of the 
counselor's role was four, or 20 per cent of the total. 
In contrast, the mean number of responsibilities assigned 
to themselves was eight for the counselors and, significant¬ 
ly, 11 for the social workers. The mean number of items 
22 
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considered the responsibility of neither the social worker 
nor the counselor was four for the counselors and five for 
the social workers. In summary, then, the mean number of 
responsibilities that social workers considered as part of 
their own role was 11, or 55 per cent of all items. In 
contrast, for vocational rehabilitation counselors, the 
mean number of items that they assigned to social workers 
was only eight, or 40 per cent of the total. Whereas the 
counselors assigned themselves a mean number of eight 
items, or 40 per cent of the total, the social workers 
assigned only four items, or 20 per cent of the total, to 
the counselors. Stated differently, social workers were 
more likely to assume responsibility for an item than were 
counselors: social workers claimed 11 of the 20 items as 
their own responsibility, while counselors claimed only eight. 
Also, social workers assigned fewer responsibilities to 
counselors than counselors assigned to social workers: four 
was the mean number of responsibilities granted to counselors 
by social workers, compared with a mean number of eight 
granted to social workers by counselors. 
As already mentioned, the findings were as expected 
or predicted and as such they support the hypothesis. The 
profession of social work has, so to speak, more time in 




MEAN ROLE EXPECTATIONS OF SOCIAL WORKERS AND VOCATIONAL 
REHABILITATION COUNSELORS BY NUMBER AND PER CENT 
OF ITEMS ASSIGNED 
Items Expectations 
Assigned Social Workers Counselors 
To : Number Per Cent Number Per Cent 
Social Worker 11 55.0 8 40.0 
Counselor 4 20.0 8 40.0 
Neither 5 25.0 4 20.0 
TOTALS 20 100.0 20 100.0 
It logically follows, then, that social work — and more 
particularly social work in the hospital setting — has had 
more time not only to delineate that which is its proper role, 
but also to acquire confidence in its definition of that role. 
The counselor, in contrast, represents a more recent arrival 
among the professions, and in this instance, it might be 
argued, a profession whose functions or responsibilities are 
not yet clearly defined, particularly as they relate to social 
work and its functions or responsibilities. In a setting 
where the counselor must work, if not compete, with the social 
worker, it might be expected that the lack of clarity asso- 
25 
ciated with his "proper" role would manifest itself in the 
showing of deference to the social worker by the counselor, 
such as in conceding responsibility for a specific work 
function or activity. 
B. Vocational rehabilitation counselors will under¬ 
estimate the number of responsibilities delegated to them 
by social workers. 
This hypothesis was tested by comparing the role 
expectations of social workers with the role perceptions of 
counselors. The data are summarized and presented in Table 
2. For the total of 20 items, the social workers considered 
only four, or 20 per cent, of them to be the sole responsi¬ 
bility of the counselor. In contrast, the counselors per¬ 
ceived the mean number of items that would be assigned to 
them by social workers as six, or 30 per cent of the total. 
Rather than underestimate the number they would be given the 
responsibility for by social workers, then, the counselors 
actually overestimated the number, which was not what was 
predicted. Also of interest among the findings summarized 
in Table 2 is that regarding the expectations of social 
workers for themselves and the counselors' perception of 
these expectations. The mean number of items that social 
workers considered as their responsibility was 11, or 55 
per cent of the total. And, significantly, the counselors 
26 
perceived the social workers as assuming responsibility for 
11 items. It appears, then, that counselors are highly 
perceptive of what social workers expect for social workers, 
but are less perceptive in the sense of being too optimistic 
of what will be conceded as their rightful responsibility by 
social workers. 
TABLE 2 
ROLE EXPECTATIONS OF SOCIAL WORKERS AND ROLE PERCEPTIONS 
OF VOCATIONAL REHABILITATION COUNSELORS BY MEAN NUMBER 


















Social Worker 11 55.0 11 55.0 
Counselor 4 20.0 6 30.0 
Neither 5 25.0 3 15.0 
TOTALS 20 100.0 20 100.0 
C. Whereas vocational rehabilitation counselors will 
fail to perceive their role as it is defined bv the social 
workers, the social workers will perceive their role as it 
is defined by the social workers. 
27 
As indicated in the discussion of the findings related 
to Hypothesis B (see Table 2), the counselors accurately 
perceived the social workers' expectations for social work¬ 
ers, but failed to perceive the social workers' expectations 
for themselves — the counselors. The findings for what the 
counselors expected and what the social workers perceived 
the counselors as expecting are summarized and presented in 
Table 3. Just as the counselors overestimated the number 
of items that would be assigned them by social workers, so 
did the social workers overestimate the number of items 
that would be assigned them by counselors. The mean number 
of items considered by counselors to be the responsibility 
of social workers was eight, or 40 per cent of the total. 
The social workers, in contrast, perceived the counselors 
as assigning them, the social workers, responsibility for 
10, or 50 per cent, of the items. Interestingly, just as 
the counselors proved highly perceptive of what social work¬ 
ers would claim for social workers, so did the social workers 
prove fairly perceptive in their estimate of the number of 
items for which the counselors would consider themselves 
responsible. The counselors expected to be responsible for 
eight, or 40 per cent of the items; the social workers per¬ 
ceived the counselors as claiming responsibility for seven, 
or 35 per cent of the items. The findings, then, are not 
28 
totally in the direction predicted with social workers, 
like the counselors, giving evidence of a tendency to 
overestimate the number of responsibilities that will be 
assigned to them by others. When, however, it is a matter 
of perceiving what the other will expect for themselves, 
the social workers, again like the counselors, appear to 
be much more perceptive. 
TABLE 3 
ROLE EXPECTATIONS OF VOCATIONAL REHABILITATION COUNSELORS 
AND ROLE PERCEPTIONS OF SOCIAL WORKERS BY MEAN NUMBER 









Number Per Cent Number Per Cent 
Social Worker 8 40.0 10 50.0 
Counselor 8 40.0 7 35.0 
Neither 4 20.0 3 15.0 
TOTALS 20 100.0 20 100.0 
D. The differences between role expectations and role 
perceptions will be greater for vocational rehabilitation 
counselors than it will be for social workers. 
The findings relevant to the testing of this hypothesis 
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are summarized and presented in Table 4. It can be seen 
that social workers expected themselves to be responsible 
for 11 items, or 55 per cent of the total, and at the same 
time perceived the social workers as assuming responsibility 
for 11, or 55 per cent, of the items. With reference, then, 
to the expectations and perceptions of both social workers 
and counselors regarding the social worker's role, the 
findings support the hypothesis. When, however, the expec¬ 
tations and perceptions of both regarding the counselor's 
role is considered, the opposite is observed. Social work¬ 
ers expected counselors to assume responsibility for four, 
or 20 per cent of the items, but perceived the counselors 
as claiming responsibility for seven, or 35 per cent, of 
the items. In contrast, the counselors considered eight 
items as properly and exclusively their responsibility; 
they perceived the social workers, however, as assigning 
them responsibility for only six, or 30 per cent, of the 
items. In summary, then, counselors perceive social 
workers as assuming responsibility for a greater number of 
items than the counselors are willing to grant to social 
workers; social workers perceive counselors as assigning 
to social workers responsibility for approximately the 
same number of items as they — the social workers — claim 
for themselves. With reference to the counselor's role, 
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however, significantly fewer items are designated by 
social workers as the responsibility of the counselor than 
are perceived by the social worker as expected by the coun¬ 
selor. And, finally, the counselors expect responsibility 
for more items than they perceive the social worker is 
granting. Here, however, the difference between the expecta¬ 
tions and the perceptions is less than that between the social 
worker's expectations and perceptions of the counselor's 
role. 
TABLE 4 
ROLE EXPECTATIONS AND ROLE PERCEPTIONS OF BOTH SOCIAL 
WORKERS AND VOCATIONAL REHABILITATION COUNSELORS 




Social Workers Counselors 
Expectations- ■Perceptions Expectations -Perceptions 
To : No. - % No. - % No. - % No. - % 
Social Worker 11 55.0 10 50.0 8 40.0 11 55.0 
Counselor 4 20.0 7 35.0 8 40.0 6 30.0 
Neither 5 25.0 3 15.0 4 20.0 3 15.0 
TOTALS 20 100.0 20 100.0 20 100.0 20 100.0 
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Item Analysis.— 
A. For the items that follow, it was expected that 
social workers would be more likely than counselors to 
assume the responsibility for them, i.e., consider them 
part of their own role expectations. 
Item 1. Deciding which patients to refer to 
social services. 
Of the 35 social workers in the study 
sample, 18 of them, or slightly more than 
50 per cent, expected themselves to perform 
this function. Only seven, or 25 per cent 
of the counselors considered it their re¬ 
sponsibility. Significantly, whereas 12 
or some 43 per cent of the counselors 
thought that social workers should perform 
this task., only two of the social workers, 
or less than six per cent, thought that 
counselors should do it. Forty-three per 
cent of the social workers and 32 per cent 
of the counselors were of the belief that 
neither should be responsible for this item. 
The role perceptions of the two groups for 
this item are also interesting. Whereas 
only two social workers thought that 
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counselors should have the responsibility, 
there were ten social workers who perceived 
the counselors as considering it their re¬ 
sponsibility. Likewise, while seven or 25 
per cent of the counselors did consider it 
their responsibility, there were only two 
counselors who perceived the social workers 
as agreeing. Also, only 12 counselors 
thought it was the responsibility of social 
workers, but 18 perceived the social work¬ 
ers as thinking it was. Among the social 
workers, there was greater agreement between 
their expectations and their perceptions 
regarding the social w orker1s responsibility 
for the item. As already mentioned, 18 or 
51 per cent of them expected it to be part 
of their role. And 16 or 46 per cent of 
them perceived the counselors as thinking 
the same way. 
Item 2. Assisting patients to make financial 
arrangements. 
A majority of the respondents in both 
categories agreed that this was a responsi¬ 
bility for which the social worker should 
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be responsible. Twenty, or 57 per cent 
of the social workers expected to perform 
this function, and an equal number per¬ 
ceived the counselors as thinking the same. 
Actually, however, 22 of the 28 counselors, 
or some 79 per cent, expected the social 
worker to include this as part of his role. 
An even larger number of counselors, 24 or 
86 per cent, perceived the social workers 
as assuming responsibility. Twenty-six 
per cent of the social workers — a total 
of nine — indicated that the counselor 
should perform this task, whereas as 14 
or 40 per cent perceived the counselor 
as wanting to perform it. In contrast, only 
five of the counselors considered it their 
responsibility, and only two of them thought 
that the social workers would also consider 
it a responsibility of the counselor. An 
interesting observation was that only four 
per cent of the counselors, but 17 per cent 
of the social workers, believed that neither 
should be expected to assist patients in 
making financial arrangements. 
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Item 3. Gathering patient's social history. 
With few exceptions, both the social 
workers and the counselors considered this 
the responsibility of social workers, and 
each group accurately perceived the other as 
thinking so, as well. Ninety-four per cent 
of the social workers and 93 per cent of the 
counselors expected the social worker to 
perform the task of gathering a patient's 
social history. 
Item 4. Coordinating social services for a 
patient. 
Eighteea or 51 per cent of the 35 social 
workers responding to this item considered 
themselves responsible for this function. 
One out of three social workers thought it 
the responsibility of the vocational rehabili¬ 
tation counselor, whereas 14 or some 41 per 
cent believed that neither group should be 
responsible for this task. In contrast, 
there were 11 counselors, or slightly more 
than 39 per cent, who thought that social 
workers should be responsible, and an equal 
35 
number who thought that counselors should be 
responsible. Only six of the counselors, or 
about 22 per cent, said it was the function 
of neither group. Fifty-four per cent of 
the social workers thought they would be 
given responsibility on this item by the 
counselors, whereas 14 per cent of the social 
workers thought that the counselors would 
themselves assume responsibility. Over 31 
per cent of the social workers expressed 
the belief that counselors would consider 
neither group responsible. In contrast, 
only 18 per cent of the counselors thought 
that social workers would consider neither 
group responsible; about 11 per cent thought 
the social workers would consider it the 
responsibility of the counselor, and, signi¬ 
ficantly, 20 of the 28 counselors — or 72 
per cent — thought that social workers 
would consider it to be their own responsi¬ 
bility . 
Item 5. Helping patients to adjust to the 
hospital. 
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Both groups agreed that this was 
properly the responsibility of the social 
worker, although the belief was more wide¬ 
ly held by social workers, some 94 per cent, 
than by counselors, some 79 per cent. Only 
one social worker, or approximately three 
per cent of the total, considered this a 
function for counselors to perform. Two 
counselors, or about seven per cent of the 
respondents in that category, agreed. Only 
one or three per cent of the social workers 
considered neither responsible, compared 
with four or 14 per cent of the counselors. 
Item 6. Screening patients for psychiatric 
evaluation. 
The responses to this item were of 
great interest, with the majority of social 
workers, a total of 17 or 53 per cent, con¬ 
sidering this function the responsibility 
of neither group, whereas 14, or exactly 
50 per cent of the counselors were of the 
opinion that this activity is one that they, 
themselves, should perform. Ten, or 36 per 
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cent of the counselors thought it the 
responsibility of neither group, and four 
or 14 per cent thought it should be part 
of the social worker's role. Eleven, or 
34 per cent of the 32 social workers re¬ 
sponding to this item considered it an 
activity for which the social worker should 
assume responsibility; four, or 13 per cent 
of the social workers believed that counselors 
should perform this task. No particularly 
significant findings were observed among the 
role perceptions of the two groups. 
Item 7. Helping families of patients with 
social problems. 
With few exceptions, both groups con¬ 
sidered this the proper responsibility of the 
social workers; 91 per cent of the social 
workers thought so, and 82 per cent of the 
counselors. Only three social workers, or 
nine per cent of the total, expected the 
counselor to perform this task, compared with 
four or 14 per cent of the counselors. One 
counselor expressed the belief that neither 
group should be responsible for the performance 
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of this task. Regarding role perceptions, 
91 per cent of the social workers thought 
they would be given responsibility for this 
item by counselors, whereas three thought 
counselors would consider themselves respon¬ 
sible. Although only 82 per cent of the 
counselors thought the social workers should 
be given this responsibility, 96 per cent of 
them perceived the social workers as consider¬ 
ing themselves responsible. 
Item 8. Helping families of patients with 
emotional problems. 
A majority of the respondents in both 
categories expected this to be the responsi¬ 
bility of social workers. All but one of the 
35 social workers held the expectations; the 
lone exception thought it the responsibility 
of neither group. Two-thirds of the 27 
counselors responding expected social workers 
to perform the task; seven or 26 per cent 
thought counselors should be responsible, and 
two thought neither group should have the 
responsibility. Although 97 per cent of the 
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social workers included this as part of 
their role, only 77 per cent of them per¬ 
ceived the counselors as agreeing; 14 per 
cent of the social workers thought counselors 
would hold the expectation for themselves, 
and nine per cent perceived the counselors 
as considering it the responsibility of 
neither group. In contrast, 67 per cent of 
the counselors expected social workers to 
perform this function, while 89 per cent 
perceived social workers as expecting to 
perform the function. Only two counselors 
perceived social workers as assigning the 
responsibility to the counselors. 
Item 9. Helping patients with social problems. 
Responsibility for this function was 
attributed to social workers by a majority of 
respondents in both groups, with the percentage 
figures 94 for social workers and 71 for 
counselors. One social worker expected the 
counselors to assume the responsibility, and 
one other thought that neither should be 
expected to accept responsibility for the 
task. There were four counselors who con- 
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sidered it their responsibility, and four 
others who considered it the responsibility 
of neither group. In perceiving the responses 
of the other group, what by now has become a 
recurrent pattern is again observed. Whereas 
33 of the social workers, or 94 per cent of 
the total, considered themselves to be respon¬ 
sible for the performance of this task, the 
number drops to 27, or 77 per cent of the total, 
who perceive counselors as agreeing. And 
whereas 20 of the counselors, or 71 per cent 
of the total, did expect counselors to be 
responsible, the number increases to 23, or 82 
per cent of the total, who perceive the social 
worker as agreeing. So again, a decrease is 
noted for social workers in moving from their 
expectations to their perceptions, and the 
reverse, or an increase, is noted for the 
counselors. Also, it will be noted once 
more that while considerable differences are 
noted between the social workers and the 
counselors regarding the role expectations 
of the two groups, seemingly significant 
similarities are observed in each instance 
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when the perceptions of one group are 
compared with the expectations of the 
other group. 
Item 10. Helping patients with emotional 
problems. 
The differences in expectations be¬ 
tween the two groups are vast, with 86 per 
cent of the social workers expecting this 
to be part of their role, but only 36 per 
cent of the counselors in agreement. There 
were five social workers, or 14 per cent, 
who did not consider this the proper respon¬ 
sibility of either group. In contrast, eight 
of the 28 counselors responding, or 29 per 
cent, thought themselves responsible, and 
another 35 per cent considered neither group 
responsible. Regarding role perceptions, the 
social workers overestimated how counselors 
would assign responsibility for the task; 
66 per cent of the social workers perceived 
the counselors as giving responsibility to 
social workers, but only 36 per cent of the 
counselors held that expectation; the coun- 
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selors, in turn, underestimated the expecta¬ 
tions of the social workers; 86 per cent of 
the social workers held the expectations for 
themselves, but this was perceived by only 
64 per cent of the counselors. 
Item 14. Arranging for post-hospital care 
of patients in some other institution. 
There was considerable agreement in 
both groups that this should be the respon¬ 
sibility of social workers, with 91 per cent 
of the social workers and 70 per cent of the 
counselors expecting as much. For social 
workers, another six per cent expected the 
counselors to perform this task, and only 
three per cent (one individual) thought 
neither was responsible. For counselors, 
there were 22 per cent who expected them¬ 
selves to be responsible, and eight per cent 
who expected neither to be responsible. 
Interestingly, while six per cent of the 
social workers considered this the respon¬ 
sibility of the counselor, 17 per cent 
perceived the counselor as expecting to be 
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responsible; in contrast, 22 per cent of the 
counselors did expect to be responsible, 
but only four per cent (one case) perceived 
social workers as sharing the expectation. 
Significantly, perhaps, 14 per cent of the 
counselors perceived social workers as con¬ 
sidering neither group responsible. 
Item 15. Arranging for post-hospital care 
of patients in their own home. 
The responses of the two groups closely 
approximated each other. Eighty-six per cent 
of the social workers expected this to be 
their responsibility, and a close 83 per 
cent perceived the counselors as also con¬ 
sidering it the responsibility of social 
workers. Seventy-two per cent of the 
counselors did expect social workers to have 
the responsibility, and 86 per cent per¬ 
ceived the social workers as thinking the 
same. Eleven per cent of the social work¬ 
ers considered it a part of the counselor’s 
role, and three per cent (one case) thought 
it to be part of neither group's role; 22 
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per cent of the counselors thought it their 
responsibility, and another seven per cent 
thought neither group should be responsible. 
With one exception, the role perceptions of 
each group closely approximated not only 
their own expectations, but also those of 
the other group. The exception was observed 
for the counselors, with 22 per cent expect¬ 
ing themselves to be responsible, but only 
seven per cent perceiving social workers as 
holding the same expectation. 
B. It was expected that a majority of respondents 
among both social workers and counselors would consider 
the following two items to be the responsibility of 
neither group. 
Item 11. Deciding when patients' social 
and emotional problems were a serious threat 
to their recovery. 
The results were as predicted, with 
63 per cent of the social workers and 54 
per cent of the counselors expecting 
neither to be responsible for the performance 
of this task. Interesting, however, is the 
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observation that 29 per cent of the social 
workers considered it to be part of their 
role, and 29 per cent of the counselors 
thought it to be part of their role. Nine 
per cent of the social workers considered 
it a responsibility of the counselor, 
compared with 18 per cent of the counselors 
who expected the social worker to accept 
the responsibility. In each instance, the 
role perceptions closely approximated the 
role expectations of the other group. 
Item 13. Deciding on post-hospital care for 
patients. 
Again, a majority of respondents in 
both categories expected neither group to 
be responsible, with 54 per cent in each 
group holding to this view. However, the 
remaining 46 per cent of the social workers 
considered it their responsibility, compared 
with 18 per cent of the counselors. Twenty- 
eight per cent of the counselors considered 
the task as properly belonging to their 
role. 
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C. For the following items, it was expected that a 
majority of respondents in both groups would consider them 
the proper role responsibilities of the counselor. 
Item 12. Deciding which patients should be 
referred to vocational rehabilitation. 
Fifty-four per cent of the counselors 
did consider this to be their responsibility, 
but 54 per cent of the social workers thought 
it should be their responsibility. Twenty- 
three per cent of the social workers con¬ 
sidered neither group responsible, and 
another 23 per cent of the counselors 
considered neither responsible, and a sur¬ 
prising 32 per cent thought it the proper 
responsibility of social workers. The 
social workers, while for the most part 
considering it a function to be performed 
by them, were nonetheless sensitive about 
their own thinking. As mentioned above, 
54 per cent of the social workers considered 
it part of their role, and only 23 per cent 
assigned responsibility to the counselors. 
The responses of social workers regarding 
their perception of the counselors' thinking, 
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however, were markedly different. Only 17 
per cent of the social workers thought they 
would be assigned responsibility for the 
task by the counselors, whereas 66 per cent 
perceived the counselors as considering 
themselves responsible. In contrast, the 
percentage figures for the role perceptions 
of counselors were identical to those for 
their role expectations. 
Item 16. Determining eligibility for voca¬ 
tional rehabilitation. 
For this item, a majority of the 
respondents in both categories agreed that 
this was properly a task to be performed by 
counselors. All but one counselor, or 96 
per cent of the total, expected to be 
responsible for this activity; the one 
exception thought neither group should be 
responsible. These figures compare with 
those for social workers, of whom 52 per 
cent thought the counselor responsible, 
26 per cent, themselves responsible, and 
22 per cent, neither responsible. Surprising- 
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ly, there was little variation in the 
percentage figures between the role 
expectations and the role perceptions of 
social workers, only 56 per cent of whom 
perceived the counselors as considering 
this to be their responsibility. 
Item 17. Establishing the existence of a 
mental and physical defect. 
Responsibility for this item was 
assumed by only one of the social workers, 
whereas 68 per cent of the counselors 
assumed it to be their responsibility. 
Only 29 per cent of the social workers 
viewed it as a proper function of the 
counselor's role, with the majority of 
social workers, or 68 per cent, expecting 
neither group to be responsible. Thirty-two 
per cent of the counselors expected neither 
to be responsible, and none of the counselors 
considered it the responsibility of social 
workers. Neither group succeeded in 
accurately perceiving the expectations of 
the other; in fact, the perceptions of the 
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social workers closely approximated their 
own expectations and not those of the 
counselors. The same was observed for the 
counselors. 
Item 18. Establishing the employment handicap. 
A preponderance of the responses in 
both categories considered this a proper role 
function of the counselor. Ninety-six per 
cent of the counselors and 77 per cent of the 
social workers agreed to this. Five of the 
social workers, or 14 per cent, compared with 
none of the counselors, expected social 
workers to perform the task. Four per cent 
of the counselors (one case) and nine per 
cent of the social workers (three cases) 
expected neither group to be responsible. 
The one interesting and seemingly significant 
observation among the role perceptions 
involved the social workers. Whereas 77 
per cent of the social workers expected 
counselors to perform this activity, 91 per 
cent of them perceived the counselors them¬ 
selves as expecting to perform it. 
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Item 19. Making referrals for community 
services. 
Sixty-eight per cent of the social 
workers, and 89 per cent of the counselors 
considered this the responsibility of the 
counselor. Only one of the 28 counselors, 
in contrast to five or 15 per cent of the 
social workers, thought the social worker 
should perform this function. Seventeen 
per cent of the social workers, and seven 
per cent of the counselors considered it the 
responsibility of neither group. Ninety-one 
per cent of the social workers perceived the 
counselors as expecting to be responsible, 
whereas only 64 per cent of the counselors 
perceived the social workers as thinking so. 
Finally, 25 per cent of the counselors per¬ 
ceived social workers as considering themselves 
responsible. 
Item 20. Identification of significant pro¬ 
blems interferring with vocational adjustment. 
The prediction that counselors would 
be expected to assume responsibility was 
supported by the response in both categories, 
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with 72 per cent of the social workers 
and 82 per cent of the counselors holding 
the expectation. Four or 11 per cent of 
the social workers considered themselves 
responsible for the activity, and six 
or 17 per cent considered neither group 
responsible. This compared with 14 per 
cent of the counselors who considered 
neither group responsible, and four per 
cent (one case) who expected social workers 
to be responsible. 
CHAPTER IV 
SUMMARY AND CONCLUSIONS 
In Pennsylvania, the coordination of the roles of 
social worker and vocational rehabilitation counselor is a 
relatively recent phenomenon. The data from this study, 
however, indicated that there is confusion in some areas 
concerning the role definitions among social workers and 
counselors. Since social work has more "time in grade" 
than does vocational counseling, in a hospital setting, it 
has had more time to delineate its "proper" role. The 
opposite is true in the case of counseling, with the lack 
of explicitness in role definition manifesting itself, in 
part, in the showing of deference to social workers. 
From the study sample of 35 social workers at 
Norristown State Hospital, and 28 vocational rehabilitation 
counselors at the Office of Rehabilitation, the following 
conclusions were drawn: 
First, social workers were more likely to assume 
responsibility for an item than counselors. Social work¬ 
ers, therefore, assigned fewer responsibilities to 
counselors than counselors assigned to social workers. 
The following items or activities are examples: assisting 
patients with financial arrangements; gathering patients' 
social histories; coordinating social services; helping 
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patients to adjust to hospital routine; and helping patients 
with social problems. 
Second, counselors are highly perceptive of what 
social workers expect for social workers, but less percep¬ 
tive, in the way of being too optimistic, of what social 
workers are willing to concede as the counselor's rightful 
responsibilities. Moreover, confusion existed in role 
perceptions among both the social workers and the counselors, 
in that both groups of respondents tended to distort in 
their perceptions of the expectations of the other group. 
This finding is further supported by Hypothesis B, Hypothesis 
C, and Hypothesis D, as explained in Chapter 3. The liberal¬ 
ity in the counselor's role perceptions were, perhaps, 
influenced by the emphasis on the team approach, or by the 
nature of their role similarities. 
Third, both counselors and social workers overestimated 
the number of items assigned to them by the other. But in 
terms of perceiving what the others would expect for them¬ 
selves, social workers appeared to be the more perceptive. 
Counselors were somewhat divided concerning the number of 
items of responsibility assigned to them; for example, 
determining eligibility for vocational rehabilitation, and 
establishing the existence of a mental or physical disabil¬ 
ity . 
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Disagreement among the social workers and the voca¬ 
tional rehabilitation counselors revolved around items 
which were not assumed by either group. These items 
included the following : screening patients for psychiatric 
evaluation; deciding when patients social and emotional 
problems seriously affect recovery; and deciding on post¬ 
hospital care for patients. The foregoing items, it can 
be assumed, obviously belong to the physician, and such 
tasks are not granted to the social worker as yet, although, 
in some agencies, social workers are assuming them. 
Finally, counselors perceived social workers as 
assuming a greater number of items than they, the counselors, 
are willing to grant to social workers. Social workers 
perceived counselors as assigning social workers responsi¬ 
bility for approximately the same number of items as they — 
the social workers — claim for themselves. For the 
counselors, fewer items are designated by the social work¬ 
ers as the responsibility of the counselor than are 
perceived by the social worker as expected by the counselors. 
Variations in the roles of the social worker and the 
counselor are precipitated by the integration and over¬ 
lapping of services in relation to the team approach. As 
the team approach becomes more firmly established, role 
distinctions can be expected to be more clearly delineated 
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and role perceptions sharpened. 
Suggestions for further research.—This study has 
dealt with the role expectations and perceptions of social 
workers and vocational rehabilitation counselors within a 
psychiatric framework. It evolved with reference to the 
work responsibilities assigned to each group, and their 
perceptions of those tasks. Since other personnel are 
employed in the medical field, it might be worthwhile to 
investigate the roles of the social workers and the 
counselor as perceived by the physician, occupational 
therapist, and others. How do their conceptions and per¬ 
ceptions of the counselor's and the social worker's role 
differ? 
Although this study has also dealt with the social 
worker's and the counselor's covert behavior, a study of 
their overt behavior (role) would be helpful in furthering 







Please place an (X) in one of the three blanks in¬ 
dicating who would assume work responsibility for carrying 
our each activity: 
1. Deciding what patients should be referred to 
social services: 
Social worker  Counselor  Neither  
2. Assisting patients to make financial arrangements 
for medical or other needs: 
Social worker  Counselor  Neither  
3. Gathering social histories of patients to supple¬ 
ment medical histories: 
Social worker  Counselor  Neither  
4. Insuring that all professional staff people 
connected with a case are aware of all professional 
services being utilized in the case. (Coordinating 
services.): 
Social worker  Counselor  Neither  
5. Helping patient to adjust to hospital routine, 
separation from family, and role as a hospital 
patient (including cooperation with medical 
treatment programs). 
Social worker  Counselor  Neither  
6. Screening patients for psychiatric evaluation: 
Social worker  Counselor  Neither  
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7. Helping families of patients with social problems 
related to the patient's illness, disability, or 
impending death : 
Social worker  Counselor  Neither  
8. Helping families or patients with emotional 
problems related to the patient's illness, 
disability, or impending death. 
Social worker  Counselor  Neither  
9. Helping patients with social problems related to 
their illness, disability, or impending death: 
Social worker  Counselor  Neither  
10. Helping patients with emotional problems related 
to their illness, disability, or impending death: 
Social worker  Counselor  Neither  
11. Deciding when patient's social and emotional 
problems are severe enough to affect their 
recovery seriously: 
Social worker  Counselor  Neither  
12. Deciding when patients could benefit by referral 
to vocational rehabilitation: 
Social worker  Counselor  Neither  
13. Deciding what type of care (custodial, convalescent, 
state institution, and so forth) would be best 
for patients who require post-hospital care out¬ 
side their own home: 
Social worker  Counselor  Neither  
Making referrals to or arrangements with appropriate 
community agencies regarding (custodial, convalescent, 
or institutional care for patients who require post¬ 
hospital care) : 
Social worker  Counselor  Neither  
14. 
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15. Making referrals for community services (visiting 
nurse, visiting teacher, family counseling service, 
and the like for patients returning home after 
discharge from the hospital: 
Social worker  Counselor  Neither  
16. Determining eligibility: 
Social worker  Counselor  Neither  
17. Establishing the existence of a mental or physical 
disability : 
Social worker  Counselor  Neither  
18. Establishing the employment handicap: 
Social worker  Counselor  Neither  
19. Evaluating the outcome of vocational rehabilitation 
services : 
Social worker  Counselor  Neither  
20. Identification of significant problems interfering 
with vocational adjustment: 
Social worker  Counselor  Neither  
PART 2 : 
You are asked to respond to the same activities but the 
directions are the following: 
a) If you are a social worker, place an (X) in one 
of the three blanks in terms of what you believe 
vocational counselors think about the activity. 
b) If you are a counselor, place an (X) on one of 
the three blanks in terms of what you believe 
social workers think about the activity. 
Note : Please respond in terms of who should perform this 
activity, rather than what you are presently doing. 
60 
1. Deciding what patient should be referred to 
social services : 
Social worker  Counselor  Neither  
2. Assisting patients to make financial arrangements 
for medical or other needs : 
Social worker  Counselor  Neither  
3. Gathering social histories of patients to 
supplement medical histories: 
Social worker  Counselor  Neither  
4. Insuring that all professional staff people con¬ 
nected with a case are aware of all professional 
services being utilized in the case. (Coordinating 
services): 
Social worker  Counselor  Neither  
5. Helping patients to adjust to hospital routine, 
separation from family, and role as hospital 
patient (including cooperation with medical treat¬ 
ment program): 
Social worker  Counselor  Neither  
6. Screening patients for psychiatric evaluation: 
Social worker  Counselor  Neither  
7. Helping families of patients with social problems 
related to the patient's illness, disability, or 
impending death : 
Social worker  Counselor  Neither  
Helping families of patients with emotional pro¬ 
blems related to the patient's illness, disability, 
or impending death : 
Social worker  Counselor  Neither  
8. 
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9. Helping patients with social problems related to 
their illness, disability, or impending death: 
Social worker  Counselor  Neither  
10. Helping patients with emotional problems related 
to their illness, disability, or impending death: 
Social worker  Counselor  Neither  
11. Deciding when patients' social and emotional pro¬ 
blems are severe enough to affect their recovery 
seriously : 
Social worker  Counselor  Neither  
12. Deciding what patients could benefit by referral 
to vocational rehabilitation: 
Social worker  Counselor  Neither  
13. Deciding what type of care (custodial, convalescent, 
state institution, and so forth) would be best 
for patients who require post-hospital care 
outside their own home: 
Social worker  Counselor  Neither  
14. Making referrals to or arrangements with appropriate 
community agencies regarding custodial, convalescent, 
or institutional care) for patients who require 
post-hospital care: 
Social worker  Counselor  Neither  
15. Making referrals for community services (visiting 
nurse, visiting teacher, family counseling services, 
and the like) for patients returning home after 
discharge from the hospital): 
Social worker  Counselor  Neither  
16. Determining eligibility: 
Social worker  Counselor  Neither  
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17. Establishing the existence of a mental or 
physical disability: 
Social worker  Counselor  Neither  
18. Establishing the employment handicap: 
Social worker  Counselor  Neither  
19. Evaluating the outcome of vocational rehabilita¬ 
tion services: 
Social worker  Counselor  Neither  
20. Identifying significant problems interfering with 
vocational adjustment: 
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